Occupation has traditionally been used as an indicator of social inequality, with the most widely used occupational measure in the United Kingdom being the Registrar General's social class classification. Problems, however, arise in gaining sufficiently precise occupational information, while there are also questions concerning the applicability of an occupational classification to retired people and to women.1 2 These limitations are of particular concern in relation to the recording of social inequality in the routine hospital statistics in view of the low level of recording currently achieved and the high proportion of elderly people among the hospital population. As a result, attention has focused on possible alternative measures.3 A Classification of Residential Neighbourhoods (ACORN)4 is a composite area based measure of inequality that appears particularly attractive as a social classification, as it is directly applicable to all groups in the population and only the post code is required for classification. In addition, ACORN uses enumeration districts that each contain on average only 150 households or about 460 people as the unit of analysis. This suggests that ACORN groups are likely to be more homogeneous than measures based on larger units.
The 1971 ACORN classification was created from 40 variables that relate to six types of social indices: age structure, employment, family structure, type of housing, social status, and car ownership (appendix). Using cluster analysis 37 ACORN types were derived which consist of unranked categories that are regarded as forming distinctly different types of neighbourhoods. These 37 ACORN types have in turn been reduced to a standard system of 11 unranked ACORN groups, which may be collapsed further into six ACORN groups. ACORN groups have been shown to identify areas with different patterns of consumer behaviour and are widely used as a marketing tool. Nevertheless, the extent to which ACORN also identifies groups that differ in rates of morbidity, mortality, and service use and may thus be of value in the planning and evaluation of health services remains to be tested.
Aims
This study compares the extent to which ACORN and social class groups identify differences in rates of morbidity and service use based on data collected in the National Study of Health and Growth (NSHG).5 It focuses on three main questions:
(1) How non-classification being that the address was insufficient to assign a post code. Of the 5558 children in the sample, 4902 (88%) were assigned to one of the Registrar General's social classes based on the occupation of their father or male guardian.
The 22 NSHG study areas in the sample ranged in size from 124 to 456 children. These areas were based on the 1970 employment exchange areas and selected by stratified random sampling to include proportionately more areas of lower socioeconomic groups. Large families were also over-represented in the sample as records from the NSHG are based on the child and not the household. Another important characteristic was the relatively young age distribution of household heads who were all people with primary school children; 90% of fathers whose ages were known were in the age range 27-53.
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Methods
The distribution of birth weight was positively skewed; log (birth weight) which had a reasonably symmetric distribution was therefore used as the independent variable in the analysis and converted back to an estimate of the median value in kilograms for the groups of interest. Attained height was analysed in terms of a standard deviation score (SDS) calculated as the difference between a child's own height and the mean height in 1973 of children of the same age and sex, divided by the standard deviation for the appropriate age and sex group. This method removed the effects of age and sex while standardising for the increasing variance of height in the age range 5 to 11 years. One SDS is equivalent to about 5 cm at the age of 5 years and 7 cm at the age of 11 years.6
The extent to which ACORN and social class groups identified variations in each of the outcome measures was examined using regression analyses, which allowed the individual performance of ACORN and social class to be examined after controlling for relevant variables, and for the separate effect of ACORN and social class to be compared, each after adjusting for the other. Height and weight were treated as continuous variables in the analyses, while the proportions of children reported to have experienced an episode of a given illness or used the specified services, categorised by ACORN group or by social class, were compared by transforming the proportions to logits [(0-5 Loge p/(l-p)], which allowed for the analysis of binary outcome measures. The statistical significance of the variation explained was assessed by the difference in the chi-squared goodness of fit statistic with and without the grouping of interest included in the model.
Results
DISTRIBUTION OF ACORN AND SOCIAL CLASS GROUPS
The post codes of the 5484 children in the sample were allocated to one of the 11 ACORN groups A-K, and 74 children (1.3%) were allocated to an unclassified group composed of enumeration districts which either have fewer than 50 people, or consist predominately of prisons, hotels, or other institutions. The distribution of children among the 11 ACORN groups showed that two of these groups contained very small numbers of children, with only 0-55% 3-17** 0-40% 3-62** 0-51% 0-33% *Op<O-Ol; ***p<O-OOl.
tChildren for whom outcome variable and both classifications obtained. *Degrees of freedom in numerator for F values is 8 for ACORN group, 5 for social class, degrees of freedom in denominator is number of children less 9 and 6 respectively.
was, however, reversed for log birth weight with social class explaining a smaller amount of variation (0.47% compared with 0.55%). In each case, however, the amount of variation explained by either ACORN group or social class was quite small. Neither ACORN group nor social class showed any significant variation with a report of asthma in the past 12 months (table 6) , and only ACORN showed a significant relation with a report of bronchitis in the past 12 months. When asthma and bronchitis, however, were combined with positive answers to questions about cough, wheezy chest, and colds to the chest to give an outcome measure of "all respiratory illness," both ACORN and social class showed a significant relation to the outcome variable. ACORN thus explained a significant amount of variation in five of the seven outcome measures, even though ACORN groups H and I which identified particularly high or low rates on a number of measures were excluded from the analysis, whereas social class explained a significant amount of variation on only three measures. A comparison of the amount of variation explained when each grouping was adjusted for the other showed that the two classifications explained largely independent amounts of variation on most measures 4:table 5, cols 5 and 6, table 6, cols 4 and 5). The greatest overlap occurred for height SDS and all respiratory illness. About halt the variation in height ascribed to ACORN was explained by social class but only a third of the variation ascribed to social class was explained by ACORN group, while the relationship between ACORN and respiratory illness did not hold after adjustment for social class.
COMBINED ACORN GROUPS
A system of six combined ACORN groups has been created using the original 40 variables used in constructing ACORN to identify the pairing of groups which minimised the loss of variance. An advantage of having fewer groups is that this tends to increase the size of the smallest group; in the present sample this was increased from 13 to 47 children (table 7) . The ACORN groups which formed the combined groups in the sixfold classification, however, were often not adjacent groups in terms of their relative ranking on selected measures of health. For example, group C had the third highest birth weight, whereas group D although paired with C ranked ninth in terms of birth weight. The six combined ACORN groups thus identified less extreme values on most of the outcomes measures compared with the 11 ACORN groups (tables 3 and 7), but there was no consistent difference in the extent to which the six ACORN groups and six social class groups identified the highest and lowest values. 
